
LOS ANGELES COUNTY COMMISSION ON lHlV 
3530 Wilshirc Boulcvxd, Suite 1140 Los Anpeles, CA 90010. TEL (213) 738-2816. FAX (213) 637-1718 

To: Supervisor Gloria Molina, Chair 
Supervisor Yvonne B. Burke 
Supervisor Zev Yaroslavsky 
Supervisor Don Knabe 
Supervisor Michael D. Antonovich . i 

From: Craig A. Vincent-Jones, Executive Director 
Commission on HIV Health Services 

Subject: ANNUAL RYAN WHITE CARE ACT PRIORITY- AND ALLOCATION- 
SETTING PROCESSES (YEARS 14 - 16) 

This memorandum will update you on the Commission on HIV's annual priority- and 
allocation-setting processes. The past County fiscal year (2004-2005) was a busy one 
for the Commission's Priorities and Planning (P&P) Committee in this regard, as it was 
engaged in priority- and allocation-setting from May 2004 - March 2005, concluding 
three full processes for Year 14 (March 2004 - February 2005), Year 15.(March 2005 - 
February 2006), and Year 16 (March 2005 - February 2007). 

The 8.6% cut in the Year 14 (March 2004 - February 2005) Title I award required the 
Commission to revisit its Year 14 priorities and allocations, as it had not anticipated an 
award reduction of this size. Begun in May 2004 and completed in two phases by July 
2004, the P&P Committee then immediately began priority- and allocation-setting in 
time for the Year 15 (March 2005 - February 2006) Title I application, completing that 
process in August 2004. The P&P Committee returned to priority- and allocation-setting 
activities in November 2004, as it implemented a new schedule for setting Year 16 
(March 2006 - February 2007) priorities and allocations. 

Following are the results from each of the three priority- and allocation-setting 
processes that the Commission, led by the P&P Committee, implemented over the 
course of the past fiscal year. 

I. Priority- and Allocation-Settinq for Year 14 (March 2004 - Februarv 20051: The 
Commission revised its allocations for Year 14 corresponding to the Title I award 
reduction in two phases. 

A. Phase One: In Phase 1, the Commission cut 3% across all service categories, 
and 8% in planning council and program support. Additionally, the Office of AIDS 
Programs and Policies (OAPP) reduced its administrative and quality 
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management budgets by 8%. The Commission instructed OAPP to make the 
service cuts in accordance with the Geographic Estimate in Need (GEN), which 
resulted in greater reductions for some services in some Service Planning Areas 
(SPAS). Those cuts accounted for what the Commission estimated to be 
approximately half of the Year 14 Title I award reduction ($1.6 million). 

The Commission, in concert with OAPP, intended to make up the remainder of 
the Title I award reduction through revenue enhancement strategies: 
1. Reduce the amount of the reduction in the Alcohol and Drug Program 

Administration's (ADPA) substance abuse funding contribution to OAPP; 
2. Enhance State funding through increased Title II contributions and/or 

prevention allocations, therein allowing OAPP to move more funding into the 
traditionally Title l-funded areas; 

3. Restore the State-funded Therapeutic Monitoring Program (TMP) for viral 
load diagnostic assay testing. 

B. Phase Two: As a contingency plan, the Commission approved further service 
cuts if the projected revenue enhancement strategies had been only partially or 
not at all successful. The service reductions were based on low-priority services, 
low service cost-effectiveness andlor the possible availability of other funding: 
1. Defund hospice care (Title I funds = $166,000) 
2. Reduce substance abuse by the same amount (0.5%) 
3. Reduce medical outpatient care by the remaining amount needed (up to $1.2 

million). 

C. Results: All three revenue enhancement scenarios were successful to a certain 
extent: 
1. ADPA reduced its reduction by more than $150,000; 
2 State Title II consortium funding was increased by $300,000, and additional 

prevention funds were directed to the County; 
3. TMP was restored in the State budget for $4 million (half of the original 

expenditure), reducing the cost of viral load vouchers to Los Angeles County 
by approximately $800,000 for the remainder of the program year. 

As a result, while the Title I funding allocations to hospice care, substance abuse 
and medical outpatient care reflected the Phase Two (contingency plan) 
reductions, the actual services were restored with OAPPs NCC funds in light of 
the success of the revenue enhancement strategies. 

11. Prioritv- and Allocation-Settina for Year 15 (March 2005 - Februarv 2006): After 
a month-long priority- and allocation-setting process comprising six P&P and one 
Finance Committee meetings, and more than 25 hours of Committee work involving 
more than a dozen Commissioners, the P&P Committee forwarded the following 
recommendations to the Commission. The Commission approved them on August 

S:\Cornmittee - P&P\Data+7eports-Research-Studies\Priority and Allocation Selting\Prior & Alloc-Set for Year IG\Merno-To 80s re 
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12, 2004 (Attachment A is the Year 15 priority- and allocation-setting presentation 
the P&P Committee made to the Commission). 

A. Contingency Plans and Multiple Funding Scenarios: In order to avoid the 
rush of revised allocation decisions that the Commission had to make for Year 14 
in response to the Title I award reduction, the P&P Committee agreed to make 
priority and allocation decisions in three distinct funding scenarios: 
1. Scenario #I : if Year 15 Title I award is increased, flat-funded or decreased 

by less than 4.9%; 
2. Scenario #2: if Year 15 Title I award is decreased by 59.9%; and 
3. Scenario #3: if Year 15 Title I award is decreased by 10% or more. 

B. Paradigms and Operating Values: The P&P Committee selected, and the 
Commission later adopted, "paradigms" and operating values which serve as the 
guiding principles steering the decision-making for each of the three scenarios. 

C. Planning Council Support: The Commission approved an allocation of 4% of 
the total Year 15 Title I award for planning council support (Commission budget). 

D. Program Support: The Commission approved an allocation of 5% of the total 
Year 15 Title I award for program support and formed a subcommittee to review, 
evaluate and plan for program support expenditures in future years. 

E. Minority AIDS Initiative (MAI): The Commission maintained its current MA1 
allocations of 79% for Medical Outpatient, 14% for Case Management, 
Psychosocial, and 2% Oral Health (5% is used for OAPP administrative costs) in 
Year 15, and formed a workgroup to review, assess and plan for future MA1 
allocations, expenditures and evaluation in subsequent years. 

F. Priorities and Rankings: The P&P Committee approved the following priority 
rankings in each of three funding scenarios. Additionally, service categories and 
the accompanying allocations were altered in three significant ways: 
1. Medical outpatient, medical specialty, nutritional counseling and treatment 

adherence were combined; 
2. Pscychosocial and psychiatric mental health services were consolidated; 
3. Referral sewice category was eliminated with a subsequent directive that 

referral services should be--to the extent that they have not already been- 
incorporated into all service categories. 

S:\Cornrnitlee - P&P\Data-Reports-Research-Studies\Priorily and Allocation Setting\Prior 8 Alloc-Set for Year IG\Merno-To 8 0 s  re 
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Table 1. I YEARS 14 and 15 PRIORITY RANKINGS 
I I Year 15 1 Year 15 1 Year 15 

SERVICE CA TEGORY 

Ambulatory/outpatient, medical + 

G. Rate Studies: The Commission reiterated its support for the rate study process, 
and their subsequent implementation once adopted, formally approving a 
recommendation to make allocation decisions in accordance with unit cost 
measures generated by the rate studies. 

~mbuiatot$outpatient, specialty + 
Nutritional counseling + 
Treatment adherence 
Mental health services, psych + 

H. Service Allocations: The Commission approved the following allocations in 
each of the three funding scenarios, consistent with the priorities it established. 
1. Scenario #1 (If Year 15 Title I award is increased, flat-funded or decreased by 

less than 4.9%): The Commission supported OAPP recommendations by: 
a, increasing the allocation to Legal Services, 
b, clustering the Housing Assistance and Hospice allocations, and 
c. decreasing the Transportation allocation, 

Year 14 
Priority 

Prior #$/High 

Housing Assistance and Transportation allocations were decreased, in part, 
due to elimination of group home support and van transportation in those 
categories, respectively. 

Prior #l/High 
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Ranking 
Scen. 

#I 
1 

2 

Ranhing 
Scen. 

#2 
1 

Ranking 
Scen. 

#3 
1 

2 2 
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The allocations were developed in an effort to maintain funding levels in the 
remaining service categories proportionate to their funding levels in the prior 
year. That was accomplished by reviewing the dollar amounts, detailing those 
dollar amount goals, determining the gap to the prior year's award and the 
changes that were made for Year 15, applying that gap proportionately across 
those remaining setvice categories, and determining percentages of the total 
award once the gap had been applied. That process resulted in some 
percentage allocation shifts from the Year 14 allocations, when funds were 
cut due to the Title I award reduction. 

Table 2.1 YEARS 14 and 15 SCENARIO #I ALLOCATIONS 

2. Scenario #2 (if Year 75 Tifle i award is decreased by 59.9%): The Com- 
mission approved the application of the same percentages as in Scenario #1 
across all of the service categories was appropriate, and applying the 
percentage reduction equally to each of the service categories. 

SERVICE CATEGORY 
AmbulatoryJoutpatient, medical + 
~mbulato~/out~atient, specialty + 
Nutritional counseling + 
Treatment adherence 
Mental health services, psych + psychiatric 
Oral health care 
Housing assistance 
Food banudeiivered meals/supplements 
Transportation services 
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Year 14 
Alioaikmph) 

52.9% 

9.6% 
2.4% 
5.O0I0 
2.2% 
4.0% 

Year 15 
MMng 

1 

2 
3 
4 
5 
6 

Year 15 
AlXocation(h) 

55.3% 

9.3% 
2.5% 
4.7% 
2.1% 
2.9% 
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I Ambulatorv/out~atient, medical + 1 52.9% 1 1 I 55.3% 1 

Table 3. 1 YEARS 14 and 15 SCENARIO #2 ALLOCATIONS 

~mbulatojl/ou~~atient, specialty + 
Nutritional counseling + 1 1 / I 

Year 15 
Albcafian(%o) SERVICE CATEGORY 

3. Scenario #3 (If Year 15 Tifle I award is decreased by 10% or more): The 
Commission approved the following allocation strategy if the award is reduced 
by 10% or more: 
a. Step #i: Application of the Scenario #1 and #2 allocations across all 

service categories. 
b. Step #2: 1O0A cuts across all direct and non-direct service categories. 
c. Step #3: Further reductions up to 1% of the total allocated amount in 

planning council and program support, as appropriate. 
d. Step #4: In the case the cut is more than lo%, elimination of service 

category funding allocation by service category beginning with the lowest 
ranked service category and continuing up the ranking until the 
percentage amount above 10% has been accommodated. 

Treatment adherence 
Mental health services, psych + psychiatric 
Oral health care 
Housing assistance 
Food banWdeiivered meals/supplements 
Transportation services 
Case management, psychosocial 
Case management, medical 
Substance abuse services 
Translationlinterpretation 

I. Underspending: The Commission adopted an underspending policy to be 
enacted in Year 14 and beyond: funds can be re-allocated during the year to the 
appropriate priority areas up to the following levels of that service priority's total 
allocation (based on historical analysis of underspending reallocation trends): 

Year 14 
Al/ocatkm(?h) 
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Year 15 
Ranking 

9.6% 
2.4% 
5.0% 
2.2% 
4.0% 
10.9% 
.8% 
6.8% 
.7% 

2 
3 
4 
5 
6 
7 
8 
9 
10 

9.3% 
2.5% 
4.7% 
2.1% 
2.9% 
11.3% 
.7% 
6.5% 
.7% 
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Priority #1: Up to 6% of the total allocation to that priority 
Priority #2: Up to 5% of the total allocation to that priority 
Priority #3: Up to 4% of the total allocation to that priority 

* Priority #4: Up to 3% of the total allocation to that priority 
Priority #5: Up to 2% of the total allocation to that priority 
Priorities #6-#8 combined: Up to 1% of the total allocation to that priority 

The Commission can impose limits on the underspent funds re-allocated to any 
specific category as it deems appropriate. 

J. Pool of Funds Allocated: The following diagram details the actual proportions 
of funds that the Commission allocated. The Commission is responsible for 
allocating funds to services, program support and planning council support, but 
does not allocate funds for quality management nor the administrative agency 
budget. Office of AIDS Programs and Policy (OAPP) typically takes its maximum 
allowable allocation at 5%. 
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Ill. Priority- and Allocation-Settinu for Year 16 (March 2006 - February 2007): 

A. Process Modifications: Following the Year 15 process, the P&P Committee 
begin implementing a Commission directive from several years prior: move the 
priority- and allocation-setting process to earlier in the program year in order to 
give OAPP a better opportunity to implement any changes resulting from the 
Commission's priority and allocation decisions within the following year. 

The directive also instructed the Committee to "roll-out" the priority- and 
allocation-setting process over several months, rather than all in one month. 
This process modification was made to give Commission members and the 
community an opportunity to adequately absorb and comprehend all of the 
information and to comment and provide input during the course of the priority- 
and allocation-setting deliberations. As a result, the P&P Committee began the 
priority- and allocation-setting process for Year 16 in November 2004 and 
concluded it in March 2005. 

Another innovation to the process resulted in shifting the allocation-setting role 
from the P&P to the Commission's Finance Committee in deference to each 
committee's respective expertise and authority for the Commission. 

Attachments B and C outline the priority- and allocation-setting process that was 
implemented to accommodate these dual directives. In this new schedule and 
timeline, the provider and consumer communities are given ample voice, which is 
solicited throughout the process. In addition, a number of new tools were 
introduced into the process to help the Commissioners and the community make 
better, more comprehensive decisions. 

B. Priority Recommendations: A change highlighted in the Year 16 priority-setting 
process relates to how priorities have been selected and ranked. In previous 
priority-setting processes, the Commission applied different priority rankings to 
multiple funding scenarios. Multiple priority rankings, however, contradict the 
priority-setting process as outlined in the Ryan White CARE Act Title I Manual. 
In that manual, the Health Resources and Services Administration (HRSA) 
indicates that services are prioritized and ranked based solely on consumer and 
service need. 

Funding considerations are not meant to impact the decision-making until 
allocations are determined. In other words, the basic need for a service does not 
change regardless of what and how many resources are available to support it: 
for example, if  consumers rank medical outpatient care as their primary service 
need, that primary need is not altered if funding to support primary health care is 
limited or ample. 

S:\Cornrnittae - P&P\Data-Reports-Ressarch.Studies\Prlori and Allocation SeHing\Prior & Alloc.Set lor Year 16\Memo-To 80s re 
Yr 14-16 P-and-A-Cvr Memo-071505.final.doc 
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It is often incorrectly believed that a service category's priority ranking then 
dictates how much funding will be allocated to that service category. Actually, 
funding (or "resource aliocations" as defined in the Title I manual) rely not just on 
priority ranking, but other criteria as well-such as the availability of other funding 
or resources outside the Ryan White CARE Act system (e.g., Medi-Cal funded 
services for primary health care), cost effectiveness and/or modes of delivery. 

As a result, beginning with the Year 16 priority- and allocation-setting process, 
the P&P Committee determines only one priority ranking, which was used by the 
Finance Committee during their allocation deliberations and applied in multiple 
funding scenarios. This shift in priority-setting practice is intended to reflect the 
Commission's prioritization of services within the continuum of care, regardless 
of how these services are funded or the extent of unmet "demand for those 
services. The following table details the Year 16 priority ranking approved by the 
Commission: 

Table 4. YEAR 16 PRIORITY RANKING 
I I SERVICE CATEGORY I p r i o r i t y ~ g  I 

:es, psych 
sychosocial 2 

itn care 3 
assistance 4 
nanpment, psychosocial 5 

I services 6 
ivered meals/supplements 7 
~ s e  services 8 

je management, medical 9 

Ambulatoryioutpatient, medical + 
Ambulatoryioutpatient, specialty + 
Nutritional counseling + 
Treatment adherence + 

lal services 10 
' ~c ia l  support, HIV support 11 

1 

10 care services I 13 I 
?nt advocacv I 13 I 

-!ncv olannino I 14 I 

S:\Committee - P&P\DataReporis-Research.Studies\Priorily and Aliocation Selting\Prioi & Alloc-Set for Year 16Vvlemo-To BOS re 
Yr 14-16 P.and-A-Cvr Memo-071505-final.doc 



Board of Supervisors 
July 13, 2005 
Page 10 of 13 

The Commission also approved the following two modifications to the service 
category continuum of care-made prior to ranking the priorities: 
1. incorporating mental health, psychiatry into medical outpatient services, 
2. eliminating residential or in-home hospice care as a prioritized service 

category. 

C. Funding Scenarios: The Commission determined four separate funding 
scenarios, for use by the Finance Committee in the allocation-setting portion of 
the process. The four funding scenarios are as follows: 
1. Scenario #I: if the Year 16 Title I award is increased from Year 15 

(Increased Funding); 
2. Scenario #2: if the Year 16 Title I award is funded at the same level as Year 

15 (Flat Funding); 
3. Scenario #3: if the Year 16 Title I award is decreased by less than 5% (Up to 

5% in Decreased Funding); and 
4. Scenario #4: if the Year 16 Title I award is decreased by more than 5% 

(5.1 % of More in Decreased Funding). 

D. Paradigms and Operating Values: The Commission adopted decision-making 
paradigms and operating values to be applied in each of the four separate 
funding scenarios. The paradigms and operating values guide the Commission's 
decision-making to help ensure that decision-making participants are reviewing 
the issues from the same perspective, and moving the process with the same 
principles in mind. Attachment D details the paradigms and operating values the 
Commission selected. 

E. Allocations. The Finance Committee made its allocation decisions in accord- 
ance with rankings set by the P&P Committee, assessed other available sources 
of funding, considered the paradigms and operating values while making 
decisions, and determined allocations in each of four funding scenarios. 

SERVICE CATEGORY 

Nutritional counseling + 
Treatment adherence + 

S:\Committee - P&P\Data-Reports-Resea~hhStudies\Prlori and Allocation Ssn~ng\Prior & Alloc-Set for Year I§\Memo-To 80s re 
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1. Scenario #I (Increased Funding): See allocations above. 
2. Scenario #2 (Flat Funding): See allocations above. 
3. Scenario #3 (Up to 5% Decreased in Funding): Percentage decrease across 

all categories. 
4. Scenario #4 (5.1 % or More Decreased in Funding): Percentage decrease 

across all categories up to a 7.5% decrease. Above a 7.5% decrease, 
program support and planning council support will consider an additional 
decrease of up to 1.0%, after which service category allocations will be 
eliminated beginning with the lowest ranked service category up until the gap 
in decreased dollars has been filled. 

F. Minority AIDS Initiative (MAI) Funding: Percentage allocations for MA1 funding 
was left intact from Year 15, in deference to the forthcoming MA1 Subcommittee 
recommendations 

G. Directives: The P&P Committee also noted issues raised during the priority-and 
allocation-setting process that needed further follow-up, and issued "directives" at 
the conclusion of the process to other Commission committees and stakeholders 
to address those concerns. 
1. Referral Services: 

To Standards of Care (SOC) Committee: ensure that referral services are 
addressed in all service categories. 
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To SOC each standard should also instruct providers who and to whom 
referrals should be made in what circumstances/scenarios. 

2. Cultural Competency: 
To SOC: define cultural competence and how it is addressed in each of 
the service categories. 

3. Client Advocacv: 
* To SOC clarifv how client advocacv is different from treatment adher- 

ence, case management and peer support, and how it should be offered. 
To Program Support Subcommittee: review and address whether HIVILA 
Resource Directory should be paid for with program support funds rather 
than client advocacv funds. 

4. ~ranslationllnterpretation: 
To SOC define transiationlinterpretation services, and establish whether 
service standards should entail trainingsipromotion of those services. 
To Proaram S u ~ ~ o r t  Subcommittee: review and address whether ser- 
vices 6rrently piovided in translation/interpretation are more properly 
addressed by program support funds. 

5. Oral Health: 
To SOC oral health standards should address/include medications not 
covered by ADAP, other sources. 

* To SOC oral health standards should incorporate routine preventive care 
into oral health care services. 
To SOC: standards should also address referrals between oral health 
providers and medical outpatient providers. 
To Finance and OAPP ensure that oral health care medications not 
covered by ADAP and other sources can be covered by CARE Act funds 
to the extent allowed by the standards. 
To Public Policy. when determined, develop advocacy strategy to include 
non-covered medications on the State formulary(ies). 
To AETCs: can oral health training incorporate education on additional 
medications/preventive carelreferral communications. 

6. Substance Abuse Transitional Housing: 
To SOC non-substance abuse and substance abuse transitional housing 
must be differentiated in the standards-substance abuse transitional 
housing should be substance-free; sober living and harm reduction 
models should be defined; staffing patterns must reflect the differences in 
those services. 

7. Hospice Services: 
To SOC define the enhanced care involved in providing hospice care to 
people with HIVIAIDS from the provision of hospice caregenerally, and if 
the same standard of care can be met by "in-home" hospice care, etc.; 
methodology behind the reasoning for current hospice care service 
structure. 
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8. Medical Outpatient: 
* To Public Policy: begin strategizing how to advocate for inclusion of 

medications not currently covered by ADAPIMedi-Cat (and, as a result, 
covered by medical outpatient funding) to their formularies. 

= To SOC: ensure that preventive care and treatment adherence services 
are incorporated into ~ e d i c a l  Outpatient care, and define acuity levels 
required for medical outpatient services. 
To Finance and Strategic Planning: begin assessing the relationship 
between people accessing emergency care rather than availing them- 
selves of ongoing, routine medical outpatient care, and frequency 
standards. 

Please do not hesitate to contact me at 213.639.6714 if you have any questions or need 
additional information about any of these processes. Thank you for your time and 
attention to this matter. 

Attachments (4) 

c: Health Deputies 
Executive Office, Board of Supervisors 
Department of Health Services 
Commission on HIV Health Services 
Priorities and Planning (P&P) Committee 
Lorenzo Taylor, Title I Project Officer 
File 
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ATTACHMENT A 

Commission on HIV 
Health Services 

YEAR 15 TITLE UII PRIORITY- AND 
ALLOCATION-SETTING PROCESS 

August 12,2004 

?& from the Prior!t!es and Planning (P&P) Cornrnfitee 

FrameworWProcess 

Presented by 

Anna Long, Ph.D. 
Member, Priorities and Planning (PBP) 

Committee 

:* - i L  2% Irrr l l  m s  m ucmiinr 

-. . FrameworWProcess . Service Categories . Needs Assessment 
ParadigmsNalues . Scenarios . Priorities/Rankings 

I Ailocations 
Process Evaiualion 
Motions 

:@: 
LIIIX LL rn I~ilPvmJamliu- 

. Priority- and Aliocation-Setting framework 
approved by Commission on January 8, 
2004 . Service Category Summary Sheet format 
approved by Commission on July 8,2004 

' j :  
" i p U l L M  "Vil-vd-L 

Service Category Summary 

. 

. 
. . , . 
. - -- , . . .. .., . - . 
. . . .. 

~.,. . -. . 
i 1 i 1 

I 
Y U r : i R O I C . M # I X . E m  



- CARE Act and other funding . Service definitions . Key points of entry . Units of service and cost effectiveness . Service utilization: contracted vs. provided 
3 C O S ~  per units and per clients 
3 Variances of contracted vs, provided 
Client demographics 

= Utilization analysis 
Expressed need, barriers and gaps 

@ Issues, trends and impacts 

. P&P Comminee, July 27,2004 (5 hoursj 
5 priorities and rankings 

Finance Committee, July 29,2004 (5 hours) 
3 planning council support budget 
a allocations . P&P Committee, July 30,2004 (3 hours) 
3 review and approval 
3 directkes 

W l L W a  "(bllsRErTrl-llULTI 

.. 

P&P Committee. June 22,2004 (3 hours) 
a original planning meeting 

P&P Committee, June 29,2004 (3 hours) 
3 scenarios 
a paradigms and operating values 

P&P Committee, July 6, 2004 (3 hoursj 
5 needs assessment 
3 docurnenled need 

P&P Comminee, July 20,2004 (3 hours) 
3 SeNiCe categorysurnrnary sheets @ 3 SeNiCe Utilization data 

ategories -. . 

Presented by 

Kevin Van Vreede 
Member, Priorities and Planning (P&P) 

Comminee 

:g. 
W i f i i L I S f  I=l7RT*LssaUUmim 

Medical services provided by physician, physician 
assistant, clinical nurse or nurse practitioner in an 
ougatient, communily- or otfice-based sening: 

HIVIAIDSWWsnluuo inivdinO Lo%m~n.. swly iniowonaan. 
rhka33lgYnBIP. PBtB",WBCIl(B. ~iivdcalimmon~msn,. 
sndlefelrai loand proraurol ~paositycuro. 

Ca*r.cw 
"*.**a. ,u.,n 

73, mncollciiPn: am SeWSdE14n 
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U:.321,785 f?e.51!268 

$2 



4th Care W,LJ 
.~~ 

patient Medical, Specialty . Medical services including but not limited to cardl. 
oiogy; dermatology; ear, nose and throat; gastm- 
enlemlogy; gYneco!ogy; neuroiogy; ophthalmo- 
logy: oncoiogy; puirranary medicine; podiatry; 
proctology; general surgeryand uroiogy. 

2 1 B i a N r d e i m  z,a -l-n*cs+n 

M w U u M M U  

$431.818 

Provision ol counseiing or special piograms to 
ensure readiness for and adherence to complex 
HIVIAIDS treatments. . ~ o ~ l o f z e w h e  IS 10vm& HIV t r m ~ n t o m c n i a n  nctvhlp 

i ;p t~d~~mlanat i fna~ovfn ivand~obbdi l1n8~ ,  ~oamont 
opt~~a~dsriuiatma~iinrs titais, 

wyi,,,.v1- 

h Care tml.~ 

ng 
Provision of nutrition education and counseling 
by a iicensedlregistered dietitian outside of a 
primary care visil: . lnCtus%~leBninD la, nutm!on,~iated*oCioCiow,ViVi neu 

-onma. uhl~nya~aimcmc.andai hart srowsr 
mM:M. wllh LL1Smrlala lalaird$ tolwintarsd d#a;iUm 

U " i " I I M U  

244 u r m 2 c i s n  1 CB muecl-x 

Wusn.ldCi*. 
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Ith Care 
. . . . 

. Diagnostic, prophylactic and therapeutic services 
lendered by dentists, dental hygienists, and 
girnilar professional practitioners. 

Y n b l e l h U  9348 i i . lSS 

113s%mW:'m 757 -'*ern 

Ww.IIIwn. i l l $  

JSBB.123 / Wi53082 

alth Care rmnl.~ 
- - 
ervices, Psychological 

Psychologicai and psychiatric treatmenVcounseiing 
services provided by iicensed mental health 
professionals, psychiatrists, psychologists, ciinicai 
nurse specialists, social workers and counseiors: - indudes iaaiai, WOW- l m y  ia)~homaiwy, dinpin 

PSKhO~dYELV1COnlEmYpP. &ldCiUIBVIIBNaOmn, 

W C / / U t d C 8 / 1 .  

$8 

(OulpatlenUResldonliai) 
Provision of treatment andlor counseling to 
address substance abuse issues (induding 
aicohol, legal and illegal drugs): . Inc I~s%nmld~ntudB(~(~ ( Imi in , r~rdBnt ta i to~b~bt~~ .  

day *cement limsiiimal hauiog. malhadno m i o - o  
aiacnus coi*wlino 

LwxsMhk.  

"mw.,b wol. 
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Ith Care 
- .~ 

vices, Psychiatric 
Psychological and psychiatric treatment and 
counseling services provided by psychiatrist or 
psychiatric resident, or registered nurse or nurse 
practitioner under the direction of a psychiatrisl: . indudes w i ~ h a r ~  mrsment: dlngnario.usamanr d 

msnai *m*rs ~ p p ~ ~ r n a 5 C ~ , m n .  an&, 
wvCnvL%starv and c- a,meN10" 

40, W L e ~ t l s "  J 74 Yni;W*O 

UmpUrMCUn. 2.910 

$7,178,181 PN.488 

Removal of Barriers 

. Transportation services provided to a client in 
order to access primary medicat careor psycho- 
social support semices: may be provided routinely 
or on an emergency basis: 

iPil&s b S l O k B n L Z m - ,  lan-andvMIrBMWm~ 

"*uglM*TX1. 
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Provision of food, meais or nutritional suppiemenls 
in the form of 1) daily meals, 2) food bank services 
and counseling on proper nutrition, andlor 3) food 
vouchers: - U n i s a i s e n r s ~ o m e ~ o . ~ r o u r n j ~ a ~ b l o i u a ~ . h ~ ~ ~ w  

mny imliide P ~ ~ S C M L  hmiene nom an6 NI I~ I~O~GI  a ~ m e m ~ n s  

101.018 

U ( O U I P r n I .  

U 

- Room, board, nursing care, counseling, physician 
SeNices, palliative therapy provided by a hospice 
to patients in the terminal stages of iilness: 

Inciumo Crnwegato~v;~ ~m~chiailiify ~ C ~ ~ q s e n m m  
~ ~ ~ d e z i n ~ w a ~ t i o a c w e .  mdcws in reulornlsl h m ~  
1nM.inSLlytlrnllii. CLHF i a m b l  car* bciudlrq i r rwama 
S W E ~ S ,  msd icn i~ ;mr rwn .  2i.ncui skibdnurnng. 
SYmtiuBCwB. phnmiaWBnd*stuyscrvres. 

w.-- mr*v**se 

-*.,.,-. 
-.vuw* -a"** 

a 

Removal of Barriers l,,r~ 
.. . 

e 
Short-terdemergency assistance to support temp- 
orary Or transitional housing to assist in gaining1 
maintaining medical care; must be linked and cedi- 
lied as essential to medicallhealth care services: - InUudB% AOLIanlial C x o  F u L ~ ~  IaCnrnncsiiy ll IRCF.CII. 

AlOS &ldent;rl FBClifyIAR7iF). msid@iXiei ba$illmal h n n i ~ ,  
resldanw msmmyboming, ansp~olplvmosenrss 

mnt,.FUI 

47.6BI 
~ZoUNMOIFl~n i i 4 Y  *man, 
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Barriers (mLJ 
~~~~~ 

es 
* Non-medical assistance designed to relieve the 

primary caregiver responsible for providing day-to. 
day care for client's Chiid or chiid client. 
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Barriers (mnrj 

Assessment of individual need, provision of advice 
and assistance in obtaining medical. community, 
Sociai, iegal, financial, and othei needed services. 
Advocacy does not invoive coordination and 
foiIov~~~-~p on medicai treatments. 

l x iu~e5  islendcw b i i n w a i ~ e n e l i s d ~ u m ~ ~ ~ , ~ i m u m ~ r  

centno.d 
W I a d l l E .  12503 
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Coordination 

- Ciient.centered services linking clients with primary 
medical care, psychosocial and other services to 
ensure timely, coordinated access to health and 
support services and continuily of care, including: . o n o w a n 9 ~ e s m ~ 0 t d ~ d a s  P ~ " ~ " ~ ~ B I S ~ ~ O ~ S ) S I ~ S ,  

~d in~~f~~ . twemnnnpameraaervr ; s s  la p c v c n t u n n e c w  
h q ! W l i a i O "  Oi:OeWae:BdiYh*OB. 

.anfr.d.d 
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"&sY*.dM. <."ow* 

8P3818 SZiBgSB 

27 

re Coordination (cmt.~ 

es 
Directs clients to a service in-person or through 
teiephone, written, other forms of communication, 
including formai referais by providers and case 
managers, and intoimal relerrafs by suppon staff, 
or as part of an outreach services program. . HIV8URt93u(ee Cone-r m a e l a l a  in Ewlm?ond Swhh. 

P I W ~ B $  I)rr&.ocia(PO) andHiViW ResauneweDln(i 

C4mr.n.d 

Me- M. - rnlam-w 

188m6 lE8.838 
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Coordination 
.. . . 

Psychosociai 
Ciient-cenlered services linking clients rviih primry 
medical care, psychosocial and other services to 
ensure timeiy, coordinated access to health and 
support services, and continuity ot care, including: . hfdka. m ~ ~ ~ m ~ n t o ~ d i r n r =  r o ~ u x e ~ l l l l d  seam: weioimsw 

imdmsnmn d inenova! sawra plan: l h k a  ralsnm: tnihlr. 
Yp'rmminp; oMra"saunsnrrdfha c i i o n ? s s l w " s s m  

".rWX.ldaW. 

il 

Patient Care Coordination cOnr.~ 

retation Services 
Sewices to assist in accessing HIVIAIDS services: - anBisanSlw Lanov~w 1m:saetaiM t ~ i d~a ta td lwb~d .  

hesm~cihnll: . ilgYYl.ImpiqelmBm'~18I1m~ ,ts?IluU)" seiYli00,a 
mmnoua! l ~ i w l a n ~ u ~ e s p e a ~ ; n o c i l ~ n ~ :  - Spanbh4a?wo ialerpls(aliCo and nwsiwon l a  mcr&iwua 
SiianI%h.waWwc!:enB. 

Con,r.cUd 

15WancWchn l6Ol reb'cien 

wlsUUU1CM. 
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ell-Being 

. Anorney's sewices to help reduce the impact ot 
debilitating economic conditions by providing iegai 
advice, support and intervention necessitated by 
an individuavn HlVlAiDS sfalus: . INIUdBJ IntBNenUOm lo WPYiS Ciisds OEFBPS lCA%)li.nteMVTO 

d Imnw nipla csls, rumnsoncaoom ciio:bieMnaals: 
dmmlmUm a l a e h  al eodldBmliN 1i:iprtmn; srd other 
*bbbR rBldlOd ID IM C1iOni-J HIVIAIDS sllW4. 
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Anomey's services to help reduce the impact of 
debilitating economic conditions by providing legal 
advice, support and intervention necessitated by 
an individual's HIVIAIDS stalus: - ~ncbc+o. bul is nctlm~edfo. k ~ a n m  pomemaot;riw 

~ a r ~ ~ n 9 h i p n n a a d w m  1achaeansoa;ntchwen r r l i  
1emn swabis nnasumnsd ~ e r  me,, p u e n r ~  6-a. 

Needs Assessment 

Presented by 

Mitchell Cohen, Ph.D. 
Principal Investigator, HIVIAIDS Care 

Assessment Project (H-CAP) 
Consultant, Partnership for Community Health 
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People Living With AlDS (PLWA) - 17.971 
Estimated PLWH: awareofstarus- 26,960 

Estimated PLWHIA: aware olsrarus - 44,613 
Estimated PLWH: uawarsofstatus- 8,897 

Total Estimated PLWHIA- 53,828 

89 01630fa1 
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ort Services, HIV 
support 

Individual andlor group counseling, olher than 
mental health counseiing, provided to clients, 
family andlor friends by non.licensed counselors. . tdayiiciudeprv~meclaisoulben. p a w s o u r s o ~ i ~ % u m  

D I O E P ~ ~ S . ~ O x ~ r S Y P p a l V b e l ~ ~ n l C w m B , ~ a ( L  
dropm. bom1tPoi n~r#timni~~mBiinpWaebucolim. 

Y b U W U 4 -  1.216 

I* 

... 

Epidemiological data provided by HiV 
Epidemiology Program. 

First report of HIVIAIDS Assessment Project 
(H-CAP) survey and focus group data. 

Summary of client data for 
IMACSICasewatch. 
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Ethniclty: 41% Latino; 31% Anglo; 25% 
African American; 2% API; I?& other 

Behavioral Risk Group (ERG): 68% 
MSM; 14% heterosexual: 10% IDU; 6% 
MSMIIDU; 2% other 

Gender: 13% female, 87% male 
J Females much more likely to be African 

American or Latino, and heterosexual 

as ar63QU3 
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. African Americans represent 8.5% of the 
population and over 20% of PLWHIA and 
30% of PLWH. . Latinos represent about 46% of population, 
and 37% of PLWA and 44% of PLWH. 

. Anglos represent approximately one-third of 
the population: 39% PLWA and 19% of 
PLWH. 

BS of MOW 
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HIV Care Assessment Project 
yearly survey and focus 

groups with PLWHlA measuring their needs, 
and barrien and gaps in HIVIAIDS services 
3 About 825 of PLWHIAare interviewed annuaiiy. 

3 Participants are asked to be in a panel that is re. 
interviewed yearly. 

2 Changes in needs, barriers and gaps in services 
are analyzed over lime. 

3 Evew year, there are 8 focus groups that explore 
special topics, each with approximately 12 
participants. 

.@: 6$ 
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eY 
: 60- 90 minutes in-person, 

on phone or via Internet 

Topics: 
3 Demoemphics, heanh history and sagsol inlectbo 
3 8enefitsand insurance 
3 Histow 01 cam, msdWtron and adherence, 

prevention exposure 
3 C~moIbdlies, drug use 
3 Service uti l l~l ion ond banien 
3 %Nice awareness, need, demand, utlliwtlon and 

satisfaction 

% @  @ 
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Data: Gender by Risk Group 
N = 210 unweighted 

i USU /'g1I IDU I &np~jA1'aif~.~n.j , lim 2; 
n~mmls.rt i  / ~z.s%i 0.m I %.a% I LD% I LLW. 1 21% I SJX 

~Fenuici 0.0% I 0.0% / 4O.O%J WP%/ I.B% / M.LI%] I%%%/ 1~3% 
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Data: Ask- Receive Gap 
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Data: Top Barriers 
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Data: Smaller Barriers 
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Treatment Adherence 
pad their medicalion 

32% report skipping their medication once or twice 
a month . 9% repon skipping their medication once or hvice a 
week 
3 Le99 than IS6 repon skipping their msdicaMn more 

lhan Wce a week 
3 8% have stopped their medication 
3 Among tisk gloups lDUs weramom likeiy toskip 

theii medication 

"9&-$ 
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this needs assessment menlal 
illness is defined as havinga diagnosis oi anxiety, 
dementia, or depression 

50% of PLWWA report having been diagnosed 
with one of these conditions 

Individual therapy Is perceived asthe most 
needed menlal health service with nearly 80%of 
the mentaliy ill PLWWA reporting a need tor this 
service 

~$. P @ 
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mscnbed medication . Among Ethnic groups. Atnwn Amsricanswere mare 
likely to skip their medication 
Twotop reawns 101 skipping medications: 
3 53%r~poned tor8811ing 10 tahe their &cation 

138%in 20021 
3 26% raponed Sde enecfn (22%in 2002) 

Compared to 2002 mere are Nlo notlble dBereoces: 
E) DMorsadYI$rl(l Patiens cot tox&%a macation 

hs~deCiinad 
3 PLWWA who dtdn't want otherto w t h e  

medicaUonr declined 

@ 
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r residenlial menlal health 
services 

Individual therapy has the highesldemand, with 
the Severely mentaliy ill seeking this sewice more 
than other PLWHlA 

' About 70% of mentally ill PLWWA report receiving 
individual therapy, and aboul30% receive group 
therapy 

There is no reponed gap between those asking or 
and receiving licensed mental health services 

~@. 4' 
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U account for about one quarter 
of the first phase of H-CAPcompared to about 
16% of all PLWWA - About one quarter of panicipants report a history 
of injectingd~gs, but frequent use of heroin and 
Crystal meth is low 

About 18% have used CracWcocaine in the last 
six months and 9% of PLWHIA say they continue 
to use the drugs more than once a week 

* 
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fotal sample, yet oniy about 26?&ot them feel 
they need home health care and about 6% feel 
they need hospice care 

21%0f symptomatic PLWWA have sought 
home health care and 16% have receive the 
sewice - A reported 3% of PLWWAasked for hospice 
Sewices and 4?6 received them 

%,C 
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ices 
sessment to date (N = 2071, 

fNe PLWHNl are currentty homeless, over 11% 
report transitional housing, 10% feel that their 
housing is unsafe, and 15?6feet that their current 
housing is unstable 

PLWA (16%) express greater concern about the 
shbility of their housing than PLWH (12%) 

PLWWA with a history of hometessness tend to 
be moreaware of housing services than other 
PLW WA 

@ 
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Abuse w,,,.J 

I the PLWWAsay they have 
used Crystal meth, about 7% report using it 
frequently (once a week or more) 

White more than 40% of PLWWAare active 
Subshnce users, less than 17% feel they havea 
need lor treatment sewices 

Up to 13% of participants who are active 
substance users report asking for substance 
abuse services, and most report receiving 
SewICeS: there is little perceived gap in receiving 
substance abuse services 

'J% a" 
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Removal of Barriers 

b( 

homelessness are iess likely to know about 
emergency financial assistance and renhl 
Subsidies-Qerhaps reflecting an actual tack of 
awareness, or eligibility constraints 

PLWWA with a history of homelessness share of 
the same bar"ers tocare as other PLWWA. Yet, 
they are more impacted by their iack of 
insurance, transportation, and 'red tape" than 
other PLWWA 

@ 
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Housing Services (conrJ 

Asked for Housing 

gt 
*wa 1 1  ax "mi i l W m n r _ ~ U ~ V I  P 

.. . 
WWA exptess a need for 

taxi voucher8 and bus passes 

= BUS passes rank as the 4'"reatest need lor ail 
PLWWA, and is the transportation with the 
greatest demand and utilization 

Taxivouchers are rated by participants as the 12th 
greatest need 

The lack of transportation represents a moderate 
to big barrier of PLWWA; also PLWWAs' 
wmmene Wnwy the concern for the lack of 
funding of transporlation sewices sea 

W r r l L I S (  "-2s r n ~ u d U ( u C o l i  
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- 
Transportation ( m e  
Asked for transporfation services 

.@ fP 
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Housing Services trnt~ 

Received Housing 
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. . 
and utiiiration tor transponation 

sewices is much higheramong symptomatic 
PLWHlA 

Close to 80% of symptomatic PLWWAask for bus 
passes compared to 55% of asymplomatic 
PLWHlA 

The great need, demand and utilizationlor van 
transportation and bus tokens is among females 
and Alrican Americans 
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Transportation 1-,I 
Received transportation services 
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dider for the parent or 
caregiver to receive HiVlAlDS services" was ranked 
among the lowest needs in 2004 Is%), 2002 (13%) 
Among women. the need doubles to 16%. but is still a 
relativeiy minor need, ranked 3B1%ut of 44 service 
needs 
Among the 37 women in the 2004 sampie, aboul59% 
report having children that live with them; Latinas 
(76%) are more iikely to have children wilh them than 
Afiican Americans (59%), APls (43%). or Anglo (0%); 
about 7% of the men report having children living wilh 
them 

@ 
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nt, Psychosocial 

Over three-quaners of those interviewed said 
they needed case management (CM); over two- 
thirds asked. about same percentage received 

MSMliDU and Lalinos are somewhat more iikely 
to say they need CM . Symptomatic participantsare siightly more likely 
to report needing and asking for case manage- 
ment, but no more likely lo receive it - Those with and wilhout insurance are equally 
likely to report needing CM, but those without 

ij6, 
insurance are less likely to receive it 
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Case Management: Demand 

@ e L t i i z W  T U r l f W i n b Y W  71 
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About a quarter of the participants said they didn't 
know about medical case management (MCM) 

* About 60% said they need MCM, just under 50% 
Said the ask lor and receive it 

MSMliDU and Latinos are somewhat more iikely to 
say they need MCM 

Anglos are less likelyto say lhey need MCM - Symptomatic and non.symplomatic participants 
reported little difference in need, demand, or 
reported utilization of MCM 
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Case Management: Received 
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Presented by 

Kathy Watt 
Member, Priorities and Planning (P&P) 

Committee 

ThBnk$dndappmC*rtan so John D Golenski, EdD.  formoot 
his modelof wluer-basedpibntyanddilocdfhn d-on 
mehniq 
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m Legal services rank 21* out of 44 services in terms Of 
client expressed need 

a According to surveys received so far, legal services 
are needed and asked for more by MSMIlOUs and 
Anglos than other populations; also, according to 
current surveys MSMIIOUs, Anglos and APls are 
most likely to receive legal services 

There is a moderate gap between lhose viho ask far 
and those who receive legal care 

:@ 4' * 
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Peersuppon and counseling is needed, asked 
for and received more by MSMIIOUs: lOUs have 
a higher than average need, but do not receive 
more of the service than any olher Qmup 

Latinos repon that they have a greater need than 
oUler groups for information, education and 
counseling about preventing HlV inleclion; they 
say they ask tor it more, and repon that they get 
it more 

@$ 
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Morality: represents a code of conduct or 
guide for decision-making in the context of 
consensus of beliefs . Ethics: comprises the search for concrete 
decision-making guidelines when there are 
conflicts in morality or values . Values: conflicts often arise when resources 
are limited or scarce 

Benefits and Burdens of each paradigm: 
:@ no "correct' answers 
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Justice Ethics: 
a People have inherent equal righls 
a There are individual difference in capacity 
3 Community must strive to equalize opponunily 
s importance of rules of process 
s There are winners and losers 

* l i ; r , L r n  "u:ll-~III;UrCrr m 

. "Caring" Ethics: 
s Bolh needand capacityvaiy among individuals 

and over time 
a Community must strive to meet dillerent needs 
a Community musl take ditferentcapaciBes into 

account 
s Importance of complefe inciusion 

Lgriizm 'allilR*lR*lmlYR*lR*l 81 

. 

Paradigms do not guarantee that the 
process of the decision will be or will feel 
"ethical" 
s for example. ''consistent" with an individuai's 

o ra  community's values . Process (Operating) values are necessary 
for a qust" outcome 

$@ 
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1.1 

. Justice Ethics: 
s Equality a Chance 
a Equity s Coercion 
s Fairness a Utilitarianism 
s Rights and Duties a Altruism 
a Compassion a Merit 
3 Retributive Justice 2 Markel 
3 Distributive Justice s Fidelity 

u l i m  "ur ll"laar-d-dlixILm, 

. "Carlng" Ethics: 
s Absolute Inclusion 
s Nuanced Inclusiveness 
1 Risk Equalization 

:@: 
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. Operating Values: 
2 Opennessor s Survival 

Transparency s Quality of Care 
s Good Citizenship a Fidelity 
s Organizational lnlegiity s Advocacy 
s Contract integrity a Access 
s Beneficence 5) Representation 
a Non.maleficience a Etliciency 
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m Scenario #1: If the Year 15 Title I award is 
increased, flat-funded or decreased by less 
than 4.9% 

m Scenario #2: If the Year 15 Title I award is 
decreased by 5.0 - 9.9.% 

m Scenarlo #3: i f  the Year 15 Title I award is 
decreased by 10.0% or more 

.@: 
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Scenario #2 (conrj 

. Scenario #2: If the Year 15 Title I award is 
decreased by 5.0 - 9.9.5b 
Paradigms: 
a Equily 
3 AitNiSm 
a Distributive Justice . Values: 
a Access 
a Etiiciency 
a Quality of Care 

* S m i L m  "wl**-e4u- 9, 

nkings 
... 
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. Scenario #I: If the Year 15 Title I award is 
increased, flat-funded or decreased by less 
than 4.9% . Paradigms: 
a Equity 
a Fairness 
a Altruism . values: 
a Openness or Transparency 
3 Access 

. 3 Representation 

02 

Scenario #3 (utnt.j 

. Scenario #3: If the Year 15 Title I award is 
decreased by 10.0% or more 

Paradlgms: 
a Utilitarianism 
a Altruism 
a Equity 

Values: 
3 Access 
a Non.Maieficence 
3 Efficiency 

ug;* ' 2  .ma "=il-pd*ry~inr ?4 

ankings 

. Priorities: The eight se~ice/administrative 
clusters defined by the Continuum of Care: 
5 Priority #1: Primary Health Care Core 
m Priority U Z :  Removal of Barrien 
a Priority #3: Patient Care Coordination 
m Priorily #4: Economic Weii.Being Measures 
m Priorilyr.5: Seif.Enhancemenl Sewices 
s Priority #6: Program Suppon 
m Priority #7: Piannins Council Support 
aj Priority #H: Quaiity Management 

: :  
s Priority US: Adminisiralive Agency Suppofi 

*q;* 3% n* "*:l*:CIwdUXlM s 



. Ranking: The importance of service 
categories to the totai consumer popuiation 
and to the Continuum of Care in numerical 
order from the most important to the least 

The P&P Comminee "ranked" service 
categories in the three scenarios this year 
because: 
a HRSA expects EMAs to rank sewice categories 
s It will facilitale completion of this yeahTille I 

appiication .g: 
M I L I M  Y I I I  T - I I M U m  g7 

ankings 1m1.1 

Rankings in Scenario #3 were adjusted in 
accordance with paradigmslvalues 
a Those sewices providing direct medical care 

to the most clients remained the most Important 
a Those services ensuring the greatest number 

of clients access lo primary health care became 
more Important 

a Those sewices alfecting the most people or 
Sewices which could not be accessed elsewhere 
were considered higher priority 

a Sewices more diiectiy impacting the Continuum 

:@: of Care were ranked higher 

Wjaizx., ' a i l l p o x b ~ u m  iEi 

Rankings lmr, 

. Modifications made in three areas to service 
category prioritization and rankings: 
m Medical outpalient, medical specially, nutritional 

counseling and treatment adherence were 
combined into one category 

m Psychological and psychiatric mental health 
Services were Consolidated into a single 
category 

m Referret sewice category was eiiminaled with 
the expectation that the administrative agency 
will be directed to--to the extenl that it has not 
already been done-incorporate referral sewices 
into all categories 

$3 

Prlorlties/Rankings I~,,~.I 
- ~ 

Rankings were determined by findings from 
the needs assessment in accordance with the 
operating paradigms and values . In Scenarios #1 and #2, few changes to the 
rankings were made 

!@. 
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kings imnl.~ 

The P&P Comminee approved a resolution to 
adopt the impiementation of service 
allocations in accordance with the adopted 
rate studies. 

As recommended in the rate studies, there 
are two practical implications: 
m Van transpoitation ivitl no longer be funded viith 

Title VII Iunds in the Transportation 
m Group home services wiii no ionger be funded 

with Titie VII funds in Residential 

:*. 
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Van transportation was de-funded because: 
a Impacted, in the aggregate, few ciients 
3 Few agencies ofier if, and lew agencies can 

access if 
a EXlremIy low cost-e1fectiYeness and cosf- 

inefficiency 
a Among high cosUclient and costlsenice ratios 
a Unable to track outcomes and accompanying 

contribution to the Continuum of Care 

Van transportation service providers will be 

. 
given time to modify their services accordingiy 
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of Funding 
... 

Priority #I:  
Primary Health Care Core 

Ambulatoriioinwtisn~ sany iniervmtim T!uo iil. Slate 
Ambu1atorviau:pai;snr preventive care Sme. CDC 
Ambulatnfyiainpatien:. pvlisnl education cvliBwm&araug@&N 
Ambulotoryiourpa$sni. memcnVrpgialq County, y.Modiat.vRNCC 
Owg mimbi;nemnl. Stale ADA? Stale AD* 
H- hsaim, pidsrrianai care Wwa.CoiWav~i. Stnis CMP 
Mentni h m h  saiuicsr. NCC, DMn. Media. ?Ah%SA 

prychiat~lpPycho~td 
Nuuiowalcwnrelin~ WIC 111m8ad1. ~ ~ a l C a l  
Omi health cam PenF, Cwnty, MeC.CB VA 
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Group home services were de-funded 
because: 
a Very few ctienls accessing the senices 
s Adequate funding is avaiiabte through other 

sources [e.g., Department of Children and 
Family Senices (OCFS)] 

Ulliim* "UillRlanneO'rBUXI 104 

s of Funding 
Priority #I :  
Primary Health Care Core (mot.) 

SllbYance atwe SBN~CBS AOPR SIIMHSR WU, brio 
Treatmen% ameience SBN~CBJ YO~UB c~m~r~h~hidie3 
Dm0 rsimuisemenr. meeicatims Carnni. Mad,.Cal. "A 
Heailh aduut imsk tedynion CDC. S U B  
H o m  heam, speaaiimd a m  hledl.Cnl Wakec. S>BU CMP 
RshD3rl$let i0n~e~ce~ Cgunly. IadrCul. V4 
Omp rcimbuisemnt. 1x4 C o ~ l y  
k.paUen1 pemnoBi m ~ l s   cam!^ 
ReSidendd orin.Mm hospicscnrs SSl.dr*awty, hlad8-C~i 
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ocations (conrl 

. Legal  Services Increase: 
a Legal services the oniy service categorywith 

an existing waiting list 
5 The waiting list exists because the current 

provider is the only HIV Speciath/ organizalion 
of ils type in Las Angeles County, and other 
legal services usually reler clients when HiV 
is involved-whether lhey need to or not 

5 Client goals and service pmvision is regulady 
exceeded 

a Growing number of undocumented ciients 
lacingchalienges with HIV and residency 

- > L a  "rr l l  m a  wd uou- $2)  
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. Allocation levels were shifted in three areas: 
m The ailocation level to Legal Services was 

increased 
0 The funds for Housing Assistance and 

Residential. In-home or Hospice Care were 
consolidated into one allocalion, and, overail. 
it was decreased 

m The allocation level to Transportation Services 
was decreased . Other allocations were maintained at funding 

levels at the onset of the current year 

r.gd; 22. liU I~rllRlmrw.,Uca- 116 

s Housing Asslstance/Residential decrease: 
a Elimination oi group home services reduces 

the need lor funds dedicated to this senice 
category 

5 Reduce Hospice rates wiil reduce the need for 
lunds dedicated to lhis service category 

a Several other funding sources paying for these 
services in fhe community 

WLLm' I(ail"madid-- II9 

ocations ccmr, 

Conso l ida t ion  o f  Hous ing  Ass is tance and  
Resident ia l  al locatlons: 
a Both service categories with existing rate 

structures revised through the recent 
ReSidentiaiiSubStance Abuse rate study 

a HousingiResidentiai is a continuum of care 
that requires flexibility and services to loilow 
the needs and progress of ciients 

a Services in'both categories very similar 
a Bolh types ol services are governed by similar 

licensing and oversight bodiesiorganizalions 

W IL a w , J m _ _ w m  2%) 

1iAIlocations ~ c . n f . ~  

. Transportat ion decrease: 
a Eiimination of van transponation services 

reduces the need for funds dedicated to lhis 
Service category 

-lam= " W l l m s d -  *a 



ocations (s0nr.j 
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Other allocatlons: 
a Maintained other service category allocations 

proporlionate to their funding leveis at the 
onset of thecurrent year 

a Percentage shifts occurred because 
proponionate ailocations were made prior 
to current year cuts and modifications 

a Ailocation shifts also resulted because the 
modilied service categories (Legal, Housing. 
Transportation) were not included in the 
calculation 

w , t s I L h U  Ira i l P P l v a & l i ( u L a r  ili 

Scenario #2Nalues 
.-. ... . . . . Values: 

a Access: ensuring ciients' access to services 
in greater numbers or more effective ways 

a Efficiency: accomplishing the desired 
operational outcomes with the least use of 
=sources 

J Ouaiity 01 Care: the highest level of 
competence in providing care 

- > L a  "Wr i S R i T m S n d U i l U l l i n i  IU 
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Scenario #2: If the Year 15 Title I award is 
decreased by 5.0 - 9.9.% 

r Paradigms: 
3 Eqully: relatiiety equai portions with attention 

paid to severe need 
a Altruism: volunteering to take a cut or go 

without 
a Distributive Justice: working toviard general 

equality 

is i311 "V if RYiC.  rm UsMPa 122 

llocations ccmrj 
- -, . Only one priority alteration made between the 

lowest-ranked sewice categories 
a Hospice was upgraded lo 15 from 16 
a HlV Suppori moved from 12 to 16 
a Other service categories between them were 

shilled accordingly, but order did not change 

No allocation changes were made 
a In consideration of the Scenario 12 paradigms 

and operating values, allocations applied in 
Scenario 11 were aisa appropriate in 
Scenario #2 

-la231 Y U l i S R X I D M * I r n D ( r .  825 

. Scenario#3: If the Year 15Title I award is 
decreased by 10.0% or more . Paradigms: 
1 Utllltarianlsm: greatest good lor the greatest 

number 
a Altruism: volunteering to take acut or go 

without 
a Equity: relatively equai portions with attention 

paid to severe need 
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Values: 
a Access: ensudng clienls'access to semices 

ingreater numbers or more etfective ways 

a Non-Msleficenca: avoiding making the 
Situation wone 

a Efttclency: accomplishing the desired 
operational outcomes viith the least use of 
resources 

- > L a  "*a, 2 5 - = d A - m  I27 

A three-step implementation, depending upon 
the size of the cut: 
3 Step #I: 10% cuts across all calegories (direct 

and nomdirect services) 
0 Step U2: Further reductions up to 1% of the 

total allocated amounts in Program and Planning 
Council support, as needed and appropriate 

e Step W: Elimination of the service category 
tunding allocation by service category beginning 
with the iowest-ranked senice category 

wrry ia 2i01 I C ~ S - P ~ U -  in 

. Both the P&P and Finance Committees 
approved the recommendation: 
a It allows the administrative agency lo continue 

maximizing the Title 1/11 grants-and not risk 
Carrpover balances at the end of the year- 
which could lose the EMAapplicalion points 

a Gives the administrative agency greater 
flexibility lo put the funds to greatest use in 
accordance viith Commission's directives 

a Underspent funds would continue to be 
dedicated to areasof highest prioriiy or 
funding need 

lli 

. In light of the Scenario #3 paradigms and 
operating values, and the resulting changes to 
the rank order, the Scenario #3 allocation 
strategy was altered further 

.@ 
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ding 
- . Recommendation from OAPP: for Year 

14 and beyond, underspent funds can be 
reallocated to the appropriate priority areas 
up to the following levels of that service 
priority's total allocation: 
Q Priority #1: Up to 6% of lolat aliocation 
Q Prlority#t: Up to 5% of total allocation 
01 Priority US: Up to 4% of total allocation 
81 Prlority#4: Up lo 3% of totalaltocation 
01 PrlorlN 85: Up to 2% 01 total allocation 
Cl Priorities #6-8: Upto 1% of totai allocation 

.f& 
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Underspending cconr, 
.. . . 

Underspending recommendation ~ L J :  

a The strategy is based on the historical analysis 
of how undenpentfunds have been re.allccated 
in this EMA 

a The Commission's undenpending decisions 
have tended to be made iast.minute without 
Significant forethought or consideralion 

3 The Commission tsaabdicating or ceding 
responsibility over allocation decisions because 
it wilt Wnlinue to be able to impose limitson the 
underspent funds re-aliocated to any specific 
category as it deems appropdate. 
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Current Process Successes (conrj: 
a Fint year that the Finance Committee set 

aiiocations 
a Addressing paradigms and operating values 

olaved Divotal roleand heloed sianificantiv . .  . . - 
a HGAP data exceeded quality of prior yean' 

need assessment data 
a Conducted a process evaluation at the 

conclusion 

. Improvements Planned for Next Year: 
a Year 16 Priority. and At1ocation.Selting will 

begin in 1112004 and run through 312005: 
a four-month pmcess 

a First year of HGAP will be completed, and 
findings available irom BOO+ surveys and locus 
gmup interviews 

a Year 13 Service Category Summary Sheets 
will be finalized, and Year 14 Service Category 
Sheets begun making data compilation an on- 
going continuous process 

4"iZ.n" "V*IRPV(d- ,37 

Process Evaluation 

Current Process Successes: 
a Use of new Service Category Summary Sheets 

as a data~sharing/communication toot 
a Along viilh implementation of the Summary 

Sheets, implementation of a new methodology 
for compiling all of the relevant information 

a While there are many areas in which 
implementation of the framework must be 
improved, this was the l int  year the framework 
was implemented 

a Much more comprehensive dataiinformation 
usedthan In prior years 

I r ? n i l Z r n  " U l 5 T r r ; ~ n i l l x a x .  111 

luation tCM1.) 
-. . 

Current Process Areas for lmprovemenls: 
a Process, while intense, was expedited 

and required too short of a timetine 
a Absence of service effectiveness assessments 
a HCAP findings are only preliminary, so needs 

assessment information is more limited than 
desired 

a Provider input into the priority- and aiiocation. 
Setting process not integrated Into Inlormalion 

a Whiie mure people participated than in past 
years, slill too few participants 

IU)-?ILZU ..a IIRLNlPcUb- 1x 

. Improvements Planned for Next Year fmnij: 

a Community wiii be regularly notified of the 
process Steps and timeline so that they can 
join in the process 

a Provider input ioms will be sent to all provides 
eliciting their comments and feedback about 
priority and attocation.setting 

a Standards of Care (SOC) Committee will begin 
reviewing a singie service category monthiy 

a P&P Comminee will begin asking for regular 
presentations irom Service Provider Networks 

IU)N IL ICTI 7YTII-NU-- IU 



. Improvements Planned for Next Year (con!.): 
a Providerforums will be conducted 
a In collaboration with OAPP. "Attachment Es" 

will be Sent to providers to cotiect needed 
inlormalion about other sources of funds 

5 New staff using Service Category Summary 
Sheets wiil begin collecting Information aboul 
all services, not just those funded by Title llll 

a Although, it will not be Implementad yet. SOC 
wili begin designing a methodology for the 
evaluation of service effectiveness 

%- il m* "UILIRl-Ol*D0116 1- 
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. Improvements Planned for Next Year (con!.): 

2 Resource inventories will be created and 
tracked, especially in concert with HlVtLA 
Resource Directory 

a StaH wili begin reseaiching sources of 
documented need more thoroughly 

a "Change" and'Comparabilily matrices wili be 
introduced as decision.making tools 

a Formation of MA1 and Program Supporttask 
forces to review, assess and plan activities for 
each purpose 

:@: 
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Approve an allocation of 5% for Year 15 
Program Support, consistent with plans to 
form a workgroup t o  review, assess and plan 
for Program Support expenditures. 

.@: 
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Approve the priority rankings, as presented, in 
each of three funding scenarios. Service 
categories, as a result, are altered in three 
diflerent ways: 
0 Medical outpatienl, medicai specialty, nutritional 

counseling and lreatment adherence combined 
into one Category; 

m Psychosocial and psychiatric mental heallh 
Services consolidated into a single category. 

m Referral service category eliminated with the 
expectation that a directive that referral services 
should be-to the enent that they have not 
already been-inco~porated into all service 
categories. 

-*am* Y r a i l R l m s M U I U l a i  2.2 

Approved a Year 15 Minority AIDS Initiative 
(MAI) allocation of 79% for Medical 
Outpatient, 14% for Case Management, 
Psychosocial, and 2% Oral Health, consistent 
with plans to form a workgroup to review, 
assess and plan for future MA1 allocations, 
expenditures and evaluation. 

:%. 
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. . Adopt the implementation of service 
allocations in accordance with the adopted 
rate studies. 

- 1 2 m  " u l l m h i ~ ~ m l r u i n i  $45 

. .. . For Year 14 and beyond, approve a poiicy that 
underspent funds can be re-aliocated during 
the year to the appropriate priorities up to the 
following levels of the priority's aiiocation: 
rn Priorilyal: Up to 6% 01 total allocation; 
@ Priority #2: Up to 5% of total allocation; 
@ Priority R: Up to 4% ot total allocation; 
8) Priority #4: Up Lo 3% of total aliocation; 

Priority #5: Up to 2% of total allocation; 
@ Priorilies W.8: Up to 1% ot total allocatlon; 

The Commission can impose iimitson the underspent 

: 
funds re-allocated lo any speciiic calegory as I! 
deems appropriate. z*, 

Approve the allocations in each of the three 
funding scenarios, as presented, consistent 
with the priorities estabiished by the Priorities 
and Pianning (P&P) Committee. 

<@ 
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These slides will be available at 
www.hivcommission-ta.info 

or contact the Commission at 
(21 3) 738-2816 
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PRIORITY- AND ALLOCATION-SETTING (P&A) PROCESS 

IMPLEMENTATION 

2. Define criteria for process 

. Determine process 

6. Conduct data collection 
>,>- 

7. Determine "unmet need 

9. Recommend "How to Best 
Meet the Need 

20. Develop "Other Factors to 
be Considered 

r; 
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YEAR 16 PRIORITY- AND ALLOCATION-SETTING TIMELINE 

November 04 

+ IWP Co~nrnittee 
recotnmeads P- and 
A-Setting process to 
&ccuti\.e Omunittee 

+ P&P implements P- 
and A-Setting 
framework 

+ Fiaaacc Cot~ltnittee 
and OAPP collabor- 
ate ori "Attachtnent 
E (other strixnms of 
Sut~ding): forms 
finalized and sent to 
providers 

+ P&P sends public 
notices for partici- 
pation in tlie process 
(all meetings) 

+ I'&P selects 
paradigms and 
operating v:llues 

+ P&P begins Service 
Category Summary 
Sheets (Year 13 
sheets finalized; 
Year 14 slleets begun) 

December 04 

+ 1'6.I' preserlts P- and- 
A Sctting process 
report to Commission 

+ Conlnlissio~iers sign 
pledges to participate 
in process 

+ P&P begins collect- 
ing provider input on 
service allegories 

+ Ci~~sulLNlt presents 
needs assessment 
analysis to P&P 

+ Fina~lce develops 
Resource Itwentory 

+ SOC Conln~ittee 
assembles informa- 
tion 011 unit cost, cost 
effectiveness and 
service effectiveness 

+ HIV Epi presents 
semiannual Epi 
repofl to C r r m t ~ W ~  

Januarv 05 

4 Cuiwltnnt presents 
needs assessment to 
Co~nnlission 

4 P&PandOAPP 
finalize Service Cate- 
gory Summary Sheets, 
ir~corpontit~g all input 

+ P&P conducts 
provider forums 

+ P&P finalizes ail 
public and provider 
itiput 

4 Staff completes 
special population 
analyses and P&P 
reviews 

+ P&P applies Change 
and Comparability 
matrices 

+ P&l'sets priorities 

Februarv 05 

+ P&P presents Service 
Category Summary 
Sheets and Priorities 
to Conm~ission 

+ Cortmiission 
approves priorities 

+ Finonce analyzes 
Attachment Es 

+ Finance reviews 
other sources of 
funding 

+ Finance completes 
Resource Inventory 

+ MA1 and Program 
Support workgroups 
present final 
recommendations 

+ Firtltnce reviews final 
PC budget draft 

+ Finance determines 
allocations 

March 05 

+ I'inflnce presents 
allocations to 
Commission 

+ P&P and Finance 
present to directives 
to "Best Meet rlle 
Need" and "Other 
Factors to be 
Considered" to 
Commission 

+ Conlmissioi~ 
;ipproves directives 
and nllocatiotis 



Year 16 Priority- and Allocation- Setting 
-TIMELINE- 

November 30, 2004 

December 3, 2004 

December 6 2004 

Consultant presents needs assessment to PBP. 

Page 1 of 3 
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Year 16 Priority- and Allocation- Setting 
-TIMELINE- 

n approves directives and allocations. March 10,2005 

March 10, 2005 

March 10, 2005 T 
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ATTACHMENT D 

LOS ANGELES COUNTY 
COMMISSION ON HIV HEAL TH SER VICES 

3530 Wilshire Boulevard, Suite 1140 Los Angeles, CA 90010 * TEL (213) 738.2714 FAX 213.637.4748 

December 9,2004 

To: Commission on HIV Healtll Services 

From: Priorities and Planning (P&P) Committee 

Subject: PRIORITY- AND ALLOCATION-SETTING 
PARADIGMS AND OPERATING VALUES 

Utilizing the same methodology from the most recent Priority-and Allocation Setting (P-and-A) 
process, the Priorities and Planning (P&P) Committee has chosen paradigms and operating 
values for decision-making to help guide the Year 16 P-and-A process. The Committee selected 
from among the range of ethical paradigms and operating values described in Further detail in 
Attachment A. 

The P&P Committee choose decision-making paradigms and operating values for the following 
four Funding scenarios: 

I. Increased Funding 
11. Flat Funding 
111. .l-5% Decrease in Funding 
IV. 5.1% or more Decrease in Funding 

Following are the three paradigms and two- thee  operating values being recommended: 

Paradigms: 

Scenario I, Increased Funding 
I :  relatively equal portions with attention paid to severe need 
Iltilitarianism: greatest good for the greatest number 
Distributive Jzrstice: working toward general equality 

Sccnrrio 11, Flat Funding 
I :  relatively equal portions with attention paid to severe need 
E l :  equal portions to each or equal cuts 
Fairtless: similar cases treated in a similar fashion 

Sccnrrio 111, .I-5% Decrease in Funding 
Fairness: similar cases treated in a similar fashion 
Distribrrlive Jzrstice: working toward general equality 
Al~ziisttr: volunteering to take a cut or go without 
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Scenario IV, 5.1%-or More Decrease in Funding 
ANrzrisnn: volunteering to take a cut or go without 
Con~passio~z: rescuing those who cannot support themselves/assisting weak and suffering 
Absolzrte Incl~rsivetzess: no matter how meager the available resources, all stakeholders will 
receive a share-sustaining complete participation 

Operating Values: 

Scenario I, Increased Funding 
Beneficence: doing the good that we are able to do 
Access: ensuring clients' access to services in greater numbers or more effective ways 

Scenario 11, Flat Funding 
Access: ensuring clients' access to services in greater numbers or more effective ways 
Representc~fion: implementing decision-making in a way that includes people who adequately 
represent and/or reflect the need and diversity of constituencies involved 
Quality of Care: the highest level of competence in providing care 

Scenario 111, .I-5% Deeretlse in Funding 
Beneficence: doing the good that we are able to do 
Access: ensuring clients' access to services in greater numbers or more effective ways 
Non-ntnleficence: avoiding making the situation worse 

Scenario IV, 5.1%-or More Decrease in Funding 
Beneficence: doing the good that we are able to do 
Access: ensuring clients' access to services in greater numbers or more effective ways 
Szirvisaal: maintaining the existence of an organization or system of care 
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LOS ANGELES COUNTY 
COMMISSION ON HIV HEALTH SER VICES 

3530 Wilshirc Boulevard, Suite 1140 = Los Angeles, CA 90010 * TEL (213) 738.2714 = FAX 213.637.4748 

A. Justice Ethics: people have inherent eqztnl rights; tliere are iridividtral differelices iri 

capacior; comniirnity ilizrst strive to equalize opporturiity; itnportaiice of rirles ofprocess; and 
there are vjinriers and losers. 

EqualiQ: equal portions to each or equal cuts m: relatively equal portions with attention paid to severe need 
Fairness: similar cases treated in a similar fashion 
Altruism: volunteering to take a cut or go without 
Comnassion: rescuing those who cannot support themselves/assisting weak and suffering 
Chance: fate decides through random choice; let the universe decide 
Coercion: enforced decision by authority 
Utilitarianism: greatest good for the greatest number 
Rights and Duties: participation in community recognizes reciprocal rights and duties 

a Retributive Justice: making up for past inequities 
a Distributive Justice: working toward general equality 
a Merit: past or current contributions 
m: ability or willingness to pay 
Fidelity: recognizing and adhering to past commitments 

B. Cnrirtg Ethics: Based on tlie work ofCarol Gillignti (In il Different Voice, Harvard 
University Press, 1982)-both need arid capacity vary among individtrals and over tirjie; 
conimzrnity mirst sfrive to rileel different needs; conitritmity mttst take different capacities irzto 
accotmr; and i~itportarice of conlplete inclirsioti. 

Absolute Inclusion: no matter how meager the available resources, all community 
participants will receive a share of resources. The goal here is to sustain complete 
particination. 
~ u a n c e d  Inclusiveness: since there are real differences among participants regarding 
both need and abilities, a process for assessing these differences will be developed. Tixis 
will allow for differential distribution while assuring comalete aarticioation. ., 
Risk Equalization: one way to ensure participation by all is to share risk across a11 
participants. This maintains traditional allocation while engaging all participants in 
efforts to increase resources 

11. Operating Values: Resource allocation paradigms do not guarantee that the process of the 
decision will be or feel "ethical"-e,g., consistent with an individual's or a comm~mity's values. 
Besides choosing an overall ethical model, process values are necessary for a "just" outcome. 
* Openrtess or Trattspnrertcy: decisional processes are not secret but open for all to witness 

and for all interested parties to input 
Goorl Citizettsltip: focus on an individual's or an agency's responsibilities as a participant in 

the larger community 
* Efficiettc~,: accomplishing tile desired operational outcomes with the least use of resources 

Orgnrtizatiottal Ztttegri@: a state of economic and structural stability, not a "moral" value 
Srirvivnl: maintaining the existence of an organization or system of care 



ATTACHMENT A 

Cotrfract Ztttegrity: an organization or funding body is as good as its word 
= Qrtality ofCare: the highest level of competence in providing care 

Fidelity: multiple commitments that bind funders and providers to the clients for the 
duration of need 

8 Advocacy: the asymmetrical power relationship of provider and client requires the provider 
to take care to protect the client 

Betre$cetrce: doing the good that we are able to do 
* Notr-nrnleficetrce: avoiding making the situation worse 

Access: ensuring clients' access to services in greater niunbers or more effective ways 
Represetrtafioa: implementing decision-making in a way that includes people who 

adequately represent andfor reflect the need and diversity of constituencies involved 
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